Background: Health care providers' (HCPs) communication with cancer patients
changes in physical appearance, and unanticipated confrontation with mortality. 12 The unexpected and life-threatening nature of AL in younger adults is highly distressing. 13 Managing this distress and the complex challenges imposed by AL may place younger individuals in a state of "double jeopardy." The wide range in the age of onset of AL, from childhood to late adulthood, 14 allows the relationship of age to communication to be examined. 14 Evidence has highlighted the importance for younger cancer patients of age-appropriate information and open communication with their HCPs. 15, 16 However, there may be barriers to communication between younger cancer patients and their HCPs. A UK study, for example, found that younger patients aged 18 to 44 were less satisfied than older patients with communication of their diagnosis. 17 This is of concern, since poorer communication is associated with less retention of information and follow-up care and less satisfaction with care among AYA cancer survivors. 2 Attachment security, which refers to the internalized expectations of support and the capacity to make use of it, 18 may further influence cancer patients' perceptions of communication with HCPs. This construct can be assessed on the dimensions of attachment anxiety, characterized by dependency, heightened expression of distress, and fear about the availability of support, 19 and attachment avoidance, characterized by a tendency to minimize distress and to be inflexibly self-reliant. 20 Research across medical populations has shown that greater attachment security is associated with better perceived quality of communication with HCPs, treatment adherence, and health-related outcomes. 21 The aim of the present secondary data analysis was to examine the impact of age group, attachment security, and their interaction on perceived problems with communication with HCPs among patients with AL. This refers to the subjective experience of problems with patient-physician communication among patients. We hypothesized that perceived communication with HCPs would be worse with younger (age < 40 years) than older patients (age ≥ 40 years) and in those with less attachment security. Communication with HCPs was assessed using the 11-item
CARES-Medical Interaction Subscale (CARES-MIS) taken from the
Cancer Rehabilitation Evaluation System (CARES). 23 The CARES-MIS subscale assesses perceived problems with communication about the medical illness and treatment decisions (eg, "I find that doctors (nurses) don't explain what they are doing to me") and patients' perceived difficulties interacting with HCPs (eg, "I have difficulty asking doctors (nurses) questions"). 23 The CARES has shown adequate test-retest reliability, validity, and sensitivity. 24 Each statement on the CARES-MIS is rated on a 0 ("not at all") to 4 ("very much") Likert scale. The CARES-MIS summed total score ranges from 0 to 44; higher scores on this subscale reflect poorer perceived communication with HCPs.
Attachment security was assessed using the modified, brief 16-item Experiences in Close Relationships Inventory (ECR-M16), 25 which is based on the 36-item Experiences in Close Relationships
Scale. 26 The ECR-M16 has been modified to reflect attachment relationships with close others and includes two 8-item subscales assessing avoidant attachment, and anxious attachment. 19 The ECR-M16 has been validated for use in cancer and has demonstrated test-retest reliability and construct validity. 25 Each subscale item is rated between 1 ("disagree strongly") and 7 ("agree strongly" 32 and validity. 33 Total mean SASRQ scores were calculated using the algorithm by Koopman et al. 34 Scores range between 0 and 150; higher scores reflect more severe traumatic stress symptoms.
| Statistical methods
Descriptive statistics were conducted on the sample characteristics, with age-group comparisons using independent-samples t-tests and 
| Age-group and attachment on absence of communication problems with HCPs (dichotomized CARES-MIS)
The binary logistic regression analyses included 95 (29.7%) younger and 225 (70.3%) older respondents with complete data on included covariates, main predictors, and outcome for the analyses (N = 320).
Besides gender, disease onset, BDI-II score, and SASRQ score (a priori covariates), marital status, employment status, ethnicity, time between diagnosis/relapse and baseline assessment, and type of leukemia (characteristics differing between age groups) were assessed for significance as covariates; marital status and employment status were dichotomized into married/common-law versus other and employed versus other, respectively, to reduce the number of categories for analysis. Only SASRQ score was significantly related to the dichotomized CARES-MIS outcome (P = .011) and was thus entered in the main analyses as a covariate. Table 2 reports the results of the main analyses. The HosmerLemeshow goodness-of-fit tests were almost all significant (P < .05),
suggesting that models did not fit well, and effect sizes were small.
In step 1, younger age-group (P = .030) and patients with greater avoidant attachment (P = .001) or anxious attachment (P = .009) were significantly more likely to indicate some problem with communication. Neither of the age-group × attachment interactions in step 2 was significant; attachment effects became nonsignificant with inclusion of the interaction effect. Notes. Significant main predictors are indicated in bold.
Abbreviations: β, standardized coefficient; ALL, acute lymphocytic leukemia; B, unstandardized coefficient; SE, standard error. and 26 (the next highest score in the older group was 15) and one outlier in the younger group with a CARES-MIS score of 34 (the next highest score in the younger group was 19) were reassigned CARES-MIS scores that were one unit higher than the next-highest score for their age group. The two older participants' scores were thus changed to 16, and the younger participant's score was changed to 20.
Reducing the deviance of univariate outliers in this manner is one recommended way of ameliorating their impact.
35 Table 3 reports the results for steps 2 and 3 of each analysis.
| Avoidant attachment
The overall model was significant, F(7, 169) = 6.87, P < .001, but explained a small amount of variance, adjusted R 2 = 0.19. In step 2, age-group was significant, P = .020, with older patients reporting fewer communication problems than younger patients. In step 3, both main effects and the interaction were significant. The age-group effect was in the same direction, P = .015, while greater avoidant attachment was associated with more communication problems, P = .013. The significant age-group × avoidant-attachment interaction, P = .008, is plotted in Figure 1 . With increasing avoidant attachment, the older group showed a slight reduction in communication problems, whereas the younger group showed a larger increase in communication problems.
| Anxious attachment
The overall model was significant, F(7, 169) = 6.39, P < .001, but accounted for a small amount of variance, adjusted R 2 = 0.18.
Step 2 showed a significant age-group effect, P = .025, with older patients reporting fewer communication problems than younger patients. An anxious-attachment main effect was also observed, P = .031, with patients with greater anxious attachment being more likely to report more communication problems. In step 3, the significant age-group effect remained, P = .027, but no other main predictor was significant. collaborative role in decision-making, rather than an active one. 38 Further, most of these patients were satisfied with the level of information that they received in making treatment decisions. Further, training programs in oncology still lack sufficient attention to AYA-specific needs 40 and, more generally, to communication skills. 41 This is important, as the provision of age-appropriate care requires HCPs to be attuned to the age-related needs of their patients. 42 Avoidant attachment style has been associated in other patient groups with greater rejection of HCPs, 43 less self-disclosure, 43 and poorer communication with HCPs. 21 The manifest self-sufficiency of individuals with avoidant attachment may lead HCPs to underestimate their relational needs. 44 We found that the influence of avoidant attachment on communication with HCPs was particularly evident in the younger population. It may be that older patients have learned how to communicate with HCPs, independent of their individual personality style, and to seek out support effectively. They may also have more positive attitudes towards professional help, compared with younger patients. 45 We found that patients with greater attachment anxiety were more likely to report communication problems with their HCPs. Such patients may benefit from more frequent communication and care that confirms consistency and reliability of support, 44 which may help strengthen the therapeutic alliance.
Both an insecure attachment style and impaired communication with HCPs can have important clinical consequences, such as depression, impaired treatment compliance, and demoralization. 7, 21, 46 However, further research is needed to demonstrate the clinical significance of our findings on the interaction of these variables.
| Study limitations
The cross-sectional nature of the study limits causal interpretations 
| Clinical implications
Our findings highlight the importance of the age and relational characteristics of cancer patients regarding communicating needs.
Younger patients, particularly those who are reluctant to accept support, may be more likely to perceive problems in communication with HCPs. Research is needed to determine the extent to which tailored HCP communication can improve this outcome.
